Arthroscopic partial meniscectomy can be complicated by excessive resection, damage to articular cartilage, neurovascular injury, persistent drainage from portals, and infection; the procedure can be rendered more difficult, and the outcome less certain, if the surgeon fails to recognize concomitant injuries, malpositions the portals, or misidentifies the components of a meniscus tear. We review the problems that can occur as a result of errors made before, during, and after surgery.
Preventing Technical Problems and Major Complications
To increase the likelihood that surgery will resolve the patient's pain, the surgeon must examine the injured knee meticulously, correlate findings to preoperative imaging, and exclude alternative disorders (eg, inflammatory arthropathy, crystalline arthropathy, infection) and sources of referred pain (eg, disorders of the hip, lumbar spine, sacroiliac joints). At the time of surgery, the surgeon must use anatomic landmarks and imaging as necessary to ensure proper portal position, carefully insert and select instrumentation, completely observe the articular surfaces at arthroscopy, resect as much meniscus as needs to be taken (but no more, to decrease the risk of progression of osteoarthritis), and use sterile technique to minimize infection.
Detection and Treatment of Major Complications
Misplaced portals should be revised and additional portals created if needed. Systematic diagnostic arthroscopy should be used to minimize the chance of missing additional disorders. Concomitant injuries must be recognized and surgically treated if necessary (eg, ACL reconstruction, resection of unstable cartilage fragments). Any iatrogenic meniscal injury should be addressed as one would manage meniscal injuries from other causes, that is, with resection of any unstable meniscal fragment. Unstable articular cartilage fragments also should be treated. Persistent drainage from portals should be managed with reapproximation and closure of incision sites. Superficial infection requires antibiotics and possible immobilization, whereas deep infection requires arthroscopic irrigation and débridement in addition to antibiotic administration. Each author certifies that he or she, or a member of his or her immediate family, has no funding or commercial associations (eg, consultancies, stock ownership, equity interest, patent/licensing arrangements, etc) that might pose a conflict of interest in connection with the submitted article. All ICMJE Conflict of Interest Forms for authors and Clinical Orthopaedics and Related Research editors and board members are on file with the publication and can be viewed on request. 
Summary
Meniscal tears are a frequent source of knee pain in active patients and arthroscopic meniscectomy is one of the most common procedures that orthopaedic surgeons perform. The goals of partial meniscectomy are improved function and decreased pain, and, in general, the procedure is very effective. However, like any surgical procedure, it can be [3, 9, 16] Assume that most linear markings on articular surfaces are iatrogenic Smaller arthroscopic instruments may provide safer access in tight knees; curved instruments occasionally are helpful ( Fig. 4) Arthroscopic observation of the articular surface will reveal a linear impression or fissure
Resect all unstable articular cartilage fragments
Breaking an instrument [14, 17] Instruments typically break owing to fatigue failure, excessive torque by the surgeon, or incarceration during active motion by an awake patient
Careful handling and use of instruments; review with the anesthesiologist the dangers of a partially awake patient
The instrument will cease functioning; and the broken fragment may be seen
The broken instrument piece should be removed from the joint rendered more difficult by misdiagnoses or technical errors, and compromised by complications. In this article, we present common problems associated with diagnosis and judgment (Table 1) , surgical preparation for meniscectomy (Table 2) , the procedure (Table 3) , and postoperative complications ( Table 4 ).
